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(57) ABSTRACT 

A cardioplegia catheter is con?gured to extend into the 
ascending aorta With a proximal portion of the shaft extend 
ing into a left chamber of the heart through a aortic valve and 
out of the heart through a penetration in a Wall thereof. The 
cardioplegia catheter has an occlusion member con?gured to 
occlude the ascending aorta betWeen the brachiocephalic 
artery and the coronary ostia. An arterial return cannula 
delivers oxygenated blood to the arterial system doWnstream 
of the occlusion member, While cardioplegic ?uid is deliv 
ered through a lumen in the cardioplegia catheter upstream 
of the occlusion member to induce cardioplegic arrest. 

14 Claims, 13 Drawing Sheets 
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ANTEGRADE CARDIOPLEGIA CATHETER 
AND METHOD 

CROSS-REFERENCE TO RELATED 
APPLICATION 

This application is continuation of US. patent application 
Ser. No. 08/839,189, ?led Apr. 23, 1997, noW issued as US. 
Pat. No. 6,090,086, the complete disclosure of Which is 
incorporated herein by reference. 

FIELD OF THE INVENTION 

This invention relates generally to catheters for use in 
medical procedures, and more speci?cally to a catheter 
system for inducing cardioplegic arrest and maintaining 
circulation of blood. 

BACKGROUND OF THE INVENTION 

Cardiac surgery is conventionally performed With the 
patient’s heart stopped and With circulation of blood main 
tained by eXtracorporeal cardiopulmonary bypass, a state 
knoWn as cardioplegic arrest. Cardioplegic arrest conven 
tionally requires the creation of a large incision in the chest, 
knoWn as a sternotomy or thoracotomy, to eXpose the heart 
and great vessels of the thorax. Through this large incision, 
a steel clamp, called a cross-clamp, is placed around the 
aorta betWeen the coronary arteries, Which deliver blood to 
the heart muscle, and the brachiocephalic artery, Which 
delivers blood to the head and neck. The clamp is closed so 
as to collapse the aorta, thereby partitioning the heart and 
coronary circulation from the remainder of the arterial 
system downstream of the cross-clamp. Pharmaceutical 
agents may then be delivered into the coronary arteries or 
aorta upstream of the cross-lamp so as to arrest cardiac 
function. Circulation of blood is maintained throughout the 
body by placing a venous drainage cannula in a major vein 
or in the right side of the heart to WithdraW venous blood, 
routing the blood to an eXtracorporeal oXygenator, and 
pumping the blood back into the arterial system through a 
cannula positioned in a major artery, typically in the aorta 
just doWnstream of the cross-clamp. 

While cardiopulmonary bypass With cardioplegic arrest is 
currently the gold standard for performing most cardiac 
surgical procedures, conventional techniques suffer from 
several draWbacks. Important among these are the high 
degree of pain and trauma, risk of complications and long 
recovery time Which result from median sternotomy and 
other types of gross thoracotomy. Furthermore, the use of a 
cross-clamp on a calci?ed or otherWise diseased aorta can 
produce serious complications such as emboliZation of 
plaque, potentially leading to stroke and other neurological 
problems. 

In US. Reissue Pat. No. Re 35,352 to Peters, Which is 
assigned to the assignee of the present invention and is 
hereby incorporated herein by reference, it is suggested that 
the use of a cross-clamp to achieve cardioplegic arrest could 
be avoided through the use of an endovascular balloon 
occlusion catheter positioned from a femoral artery into the 
ascending aorta. Aballoon at the distal tip of the occlusion 
catheter can be expanded to occlude the aorta betWeen the 
coronary arteries and brachiocephalic artery, and cardiople 
gic ?uid then delivered through a lumen in the catheter into 
the aorta upstream of the balloon so as to arrest the heart. 
Cardiopulmonary bypass is established by placing arterial 
and venous cannulae in a femoral artery and femoral vein, 
respectfully, and routing the patient’s blood through an 
eXtracorporeal oXygenator and pump. 
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2 
While the endovascular technique proposed in the Peters 

patent is useful in many cardiac surgeries to avoid the need 
for median sternotomy and aortic cross-clamping, the tech 
nique can have disadvantages in some situations. For 
eXample, in patients With severe peripheral vascular disease, 
the balloon occlusion catheter may be dif?cult to introduce 
into the femoral arteries and to advance transluminally into 
the ascending aorta. 

Another technique for inducing cardioplegic arrest With 
out the use an aortic cross-clamp is proposed in Us. Pat. No. 
5,312,344 to Grinfeld. This technique involves the place 
ment of a balloon occlusion catheter into the ascending aorta 
directly through a puncture in the aortic Wall. The balloon 
occlusion catheter has an occlusion balloon at its distal tip 
Which is used to occlude the aorta betWeen the coronaries 
and the brachiocephalic artery. The catheter further includes 
an arterial return lumen through Which blood may be deliv 
ered into the aorta doWnstream of the balloon, eliminating 
the need for a separate arterial return cannula. 

The Grinfeld technique, hoWever, also suffers from a 
variety of disadvantages. First, because the catheter is intro 
duced through the ascending aortic Wall, the technique 
requires dissection and retraction of the various tissues 
surrounding the ascending aorta to eXpose the vessel. This is 
particularly dif?cult if the procedure is to be performed 
minimally-invasively through trocars or small incisions, 
Without a median sternotomy or other gross thoracotomy. In 
addition, many patients Who receive cardiac surgery have 
some degree of aortic calci?cation or other aortic disease. In 
such patients, it is undesirable to puncture the aortic Wall 
With a catheter as taught by Grinfeld, as this could emboliZe 
plaque, initiate or aggravate an aortic dissection, or create 
other problems. Finally, in Grinfeld’s technique, because 
oXygenated blood is returned to the arterial system through 
a lumen Within the aortic occlusion catheter itself, should the 
surgeon desire to remove the occlusion balloon from the 
aorta due to a balloon puncture or other problem, the patient 
must ?rst be re-Warmed and Weaned from eXtracorporeal 
cardiopulmonary bypass before the balloon can be removed, 
lengthening the procedure considerably. 
What is needed therefore, are devices and methods for 

inducing cardioplegic arrest and maintaining circulation of 
oXygenated blood Which do not require median sternotomy 
or other gross thoracotomy and Which eliminate the need for 
aortic cross-clamping, but Which overcome the disadvan 
tages of knoWn endovascular balloon occlusion devices. The 
devices and methods should be useful in patients having 
severe peripheral vascular disease as Well as in those having 
aortic calci?cation, Without creating a high risk of 
emboliZation, aortic dissection, or other complications. The 
devices and methods should further avoid the need to 
directly access the aorta and the associated need to dissect 
and retract the surrounding tissues. Moreover, the devices 
and methods should optionally alloW occlusion of the aorta 
to be discontinued and any occlusion device to be removed 
from and replaced in the aorta Without Weaning the patient 
from cardiopulmonary bypass. 

SUMMARY OF THE INVENTION 

The invention provides catheter systems and methods for 
inducing cardioplegic arrest that overcome many of the 
disadvantages of knoWn techniques. The systems and meth 
ods of the invention facilitate endovascular occlusion of the 
ascending aorta, delivery of cardioplegic ?uid, venting the 
aortic root, monitoring of aortic root pressure, and circula 
tion of oXygenated blood through the patient’s arterial 
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system Without the need for median sternotomy, aortic 
cross-clamping, or direct access to or puncture of the aorta. 
If peripheral vascular disease makes endovascular access 
through peripheral vessels difficult, the systems and methods 
of the invention may be utiliZed Without such access. 
Optionally, the systems and methods of the invention further 
alloW aortic occlusion to be discontinued and occlusion 
devices to be removed from the aorta Without Weaning the 
patient from cardiopulmonary bypass. 

In a ?rst embodiment, the invention provides a cardiople 
gia catheter for inducing cardioplegic arrest that comprises 
a shaft With a distal end, a proximal end, an opening near the 
distal end, a port at the proximal end, and an inner lumen 
?uidly connecting the port and the opening. A distal portion 
of the shaft is con?gured to extend into the ascending aorta 
With a proximal portion of the shaft extending into a left 
chamber of the heart through the aortic valve and out of the 
heart through a penetration in a Wall thereof. An occlusion 
member is mounted to the shaft distally of the opening and 
con?gured to occlude the ascending aorta betWeen the 
brachiocephalic artery and the coronary ostia. In a preferred 
embodiment, the cardioplegia catheter is con?gured to be 
introduced through the Wall of the heart into the left atrium, 
from Which it is advanced through the mitral valve into the 
left ventricle, and through the aortic valve into the ascending 
aorta. The shaft is long enough to extend out of the heart and 
out of the chest When the distal end is positioned in the 
ascending aorta, preferably being about 25—75 cm in length. 

The occlusion member is preferably a balloon, and an 
in?ation lumen extends through the shaft in communication 
With the interior of the balloon for delivering an in?ation 
?uid into the balloon. The occlusion member may alterna 
tively be a collapsible one-Way valve With one or more 
movable lea?ets, an umbrella-like expanding membrane, or 
other mechanical occlusion device. 

The cardioplegia catheter of the invention may further 
include a sealing device for sealing the penetration in the 
Wall of the heart around the shaft to inhibit blood ?oW 
therethrough. The sealing device preferably comprises a 
purse string suture that may be applied to the Wall of the 
heart around the penetration. The purse string suture may 
then be tensioned to seal the penetration around the catheter 
shaft. 

In order to facilitate positioning the distal end of the 
cardioplegia catheter in the ascending aorta from a left 
chamber of the heart, a distal portion of the catheter may be 
preshaped in an appropriate shape that the catheter naturally 
assumes in an unbiased, unrestrained condition. For embodi 
ments positioned via the left atrium, the shaft may be 
preshaped such that the distal end is maneuverable around 
the sharp turn from the mitral valve toWard the aortic valve. 
In such a shape, a distal portion of the catheter shaft is 
preferably disposed at an angle betWeen about 20 and 90 
degrees relative to a proximal portion of the shaft. In order 
to facilitate introduction of a cardioplegia catheter having 
such a shape, a relatively stiff obturator may be placed in an 
inner lumen of the catheter to straighten the shaft during 
introduction, the obturator being WithdraWn from the cath 
eter as it is advanced into the aorta. 

As an alternative or supplement to a preshaped shaft, the 
invention further provides a guiding device for guiding the 
distal end of the shaft into the ascending aorta. In one 
embodiment, the guiding device comprises a guideWire 
positionable in the ascending aorta from the left chamber of 
the heart. In another embodiment, the guiding device com 
prises a stylet removably positionable in a lumen Within the 
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4 
shaft, the stylet having an end portion for shaping the shaft. 
The stylet may have a shaping mechanism for shaping the 
end portion, Whereby an actuator at a proximal end of the 
stylet may be actuated so as to cause the stylet to assume a 
suitable shape, thereby imparting the shape to the cardiople 
gia catheter. The shaping mechanism may comprise steering 
Wires, push rods, or other mechanisms suitable for changing 
the shape of the stylet. 

In a further embodiment the guiding device comprises a 
How directed catheter positionable through a lumen in the 
shaft and having an expandable member at its distal end 
con?gured to be carried by blood ?oW into the ascending 
aorta. Once the ?oW-directed catheter has been positioned in 
the ascending aorta, the cardioplegia catheter may be slid 
ably positioned over the ?oW-directed catheter. 
Alternatively, the How directed catheter may have an inner 
lumen through Which a guideWire is ?rst positioned into the 
ascending aorta, the ?oW-directed catheter then being With 
draWn and the cardioplegia catheter positioned over the 
guideWire into the ascending aorta. 
A source of cardioplegic ?uid is usually connected in 

communication With the port at the proximal end of the 
shaft, alloWing cardioplegic ?uid to be delivered through the 
inner lumen into the ascending aorta upstream of the occlu 
sion member to arrest the heart. Preferably, the inner lumen 
is con?gured to deliver a cardioplegic ?uid containing blood 
at a rate of at least 150 ml/min and a pressure less than about 
350 mmHg, the inner lumen having a cross-sectional area of 
at least about 2.2 mm2 betWeen the port and the opening. 

Arterial blood circulation may be maintained in various 
Ways. In one embodiment, the cardioplegia catheter includes 
a delivery opening distal to the occlusion member, a delivery 
port at the proximal end of the shaft, and a delivery lumen 
extending betWeen the delivery port and the delivery open 
ing. The delivery lumen may be con?gured to provide return 
of oxygenated blood to the aorta doWnstream of the occlu 
sion member as a substitute for or a supplement to a separate 
arterial return cannula. As the sole conduit for return of 
blood to a patient under full cardiopulmonary bypass the 
delivery lumen is con?gured to deliver blood at a rate of at 
least about 4 liters/min at a pressure no more than about 350 
mmHg, usually having a cross-sectional area of at least 
about 30 mm2. 

In alternative embodiments, return of arterial blood may 
be provided by one or more arterial cannulae positioned 
independently of the cardioplegia catheter. In one 
embodiment, an arterial return cannula is slidably positioned 
through the delivery lumen in the cardioplegia catheter, 
alloWing the arterial return cannula to be placed in any of 
various positions relative to the occlusion member, and 
alloWing the occlusion member to be WithdraWn from the 
aorta Without removing the arterial return cannula. In 
another embodiment, the arterial cannula is placed in par 
allel With the cardioplegia catheter through the left atrium, 
left ventricle and aortic valve, and the cardioplegic catheter 
has an occlusion member that conforms around the car 
dioplegia cannula to occlude the ascending aorta. 
Alternatively, the arterial return cannula may have a lumen 
con?gured to alloW the cardioplegia catheter to be slidably 
positioned through it. The cardioplegia catheter has a blood 
return lumen extending distally of the occlusion member and 
at least one inlet port in its sideWall through Which blood 
may enter the blood return lumen from the arterial return 
cannula. In alternative embodiments, an arterial return can 
nula is placed in a peripheral vessel selected from the 
femoral, iliac, subclavian or axillary artery. In a particular 
embodiment, the arterial cannula is con?gured to extend into 
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or near the aortic arch from the peripheral artery, allowing 
arterial blood to be returned such that How through the aorta 
and its branches is in an antegrade direction. 

The cardioplegia catheter of the invention preferably 
includes a pressure monitoring device coupled to the shaft 
for monitoring pressure in the ascending aorta proximal to 
the occlusion member. Usually, a pressure opening is pro 
vided in the shaft proximal to the occlusion member, a 
pressure port is disposed at the proximal end of the shaft, and 
a pressure lumen extends betWeen the pressure port and the 
pressure opening. A pressure monitoring device may be 
coupled to the pressure port at the proximal end of the shaft 
so as to measure pressure in the aortic root during the 
procedure. 
Amethod of inducing cardioplegic arrest according to the 

invention comprises the steps of: forming a penetration in a 
Wall of a left chamber of the heart; positioning a cardioplegia 
catheter through the penetration into the left chamber of the 
heart; forming a seal betWeen the Wall of the heart and the 
cardioplegia catheter to inhibit leakage of blood through the 
penetration; advancing a distal end of the cardioplegia 
catheter in the direction of blood ?oW from the left chamber 
of the heart, through the aortic valve and into the ascending 
aorta; expanding an occlusion member on the cardioplegia 
catheter so as to occlude the ascending aorta doWnstream of 
the coronary ostia and upstream of the brachiocephalic 
artery; delivering cardioplegic ?uid through the coronary 
vasculature to the myocardium so as to arrest cardiac 
function; and circulating oxygenated blood in the patient’s 
arterial system doWnstream of the occlusion member. 

In a preferred embodiment, the step of circulating com 
prises positioning an arterial cannula in an arterial location 
doWnstream of the occlusion member, the arterial cannula 
being independently positionable relative to the occlusion 
member. The arterial cannula is usually positioned in a 
peripheral artery selected from a femoral artery, iliac artery, 
subclavian artery or axillary artery, the step of sealing 
preferably comprises placing a purse string suture in the Wall 
of the heart around the penetration. 

The step of advancing preferably comprises sliding the 
cardioplegia catheter over a guiding device positioned in the 
left chamber of the heart and extending into the ascending 
aorta. The guiding device may comprise a guideWire, ?oW 
directed catheter, stylet, or other device as described above. 

The method is preferably practiced Without a median 
sternotomy or other form of gross thoracotomy, i.e., With the 
patient’s sternum and ribs substantially intact. In some 
cases, it may be desirable to form a small incision betWeen 
the ribs, knoWn as a mediastinotomy or mini-thoracotomy, 
Which in some circumstances may involve the cutting or 
removal of one or more of the costal cartilages Which 
connect the ribs to the sternum. In any event, the incision or 
opening formed in the patient’s chest may be as small as 
practicable under the circumstances of the case, generally 
being smaller than the hands of the surgeon, usually having 
a length of less than about 8 cm, and preferably having a 
length of less than about 6 cm, With a Width not much Wider 
than the distance betWeen the ribs, e.g., about 20—30 mm. In 
a particularly preferred embodiment, the cardioplegia cath 
eter Will be placed through a cannula, trocar or other 
retractor placed Within an intercostal space betWeen the ribs, 
and guided into the heart using long-handled thoracoscopic 
instruments positioned in the chest via intercostal access 
ports. The surgeon may visualiZe the interior of the chest 
either directly through such access ports, or using a thora 
coscope and video camera. Placement of the occlusion 
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6 
balloon in the ascending aorta may be visualiZed using 
transesophageal echocardiography or ?uoroscopy. 
A further understanding of the nature and advantages of 

the invention Will become apparent from the folloWing 
detailed description taken in conjunction With the draWings. 

BRIEF DESCRIPTION OF THE DRAWINGS 

FIG. 1 is a side cross-sectional vieW of a cardioplegia 
catheter according to the invention. 

FIG. 2 is a transverse cross-section of the cardioplegia 
catheter of FIG. 1 taken along line 2—2. 

FIG. 3A is a partial cross-section of a patient’s heart 
illustrating the positioning of the cardioplegia catheter of 
FIG. 1. 

FIG. 3B is a schematic vieW of a cardiopulmonary bypass 
system and associated catheters used in a patient’s body in 
conjunction With the cardioplegia catheter of FIG. 1. 

FIG. 4 is an elevational vieW of an outer Wall of a patient’s 
heart illustrating the placement of a purse-string suture 
around a penetration therein. 

FIGS. 5—7 are partial cross-sections of a patient’s heart 
illustrating the introduction of the cardioplegia catheter of 
FIG. 1 into the ascending aorta. 

FIG. 8 is a side vieW of a cardioplegia catheter according 
to the invention in a second embodiment thereof. 

FIG. 9 is a transverse cross-section of the cardioplegia 
catheter of FIG. 8 taken along the lines 9—9. 

FIG. 10 is a partial cross-section of a patient’s heart 
illustrating the positioning of the cardioplegia catheter of 
FIG. 8. 

FIGS. 11—14 are partial cross-sections of a patient’s heart 
illustrating various embodiments of arterial return cannulas 
according to the invention. 

FIG. 15 is a side partial cross-section of a further embodi 
ment of a cardioplegia catheter system according to the 
invention. 

FIG. 16 is a transverse cross-section of the cardioplegia 
catheter system of FIG. 15 taken along line 16—16, 

FIG. 17 is a partial cross-section of a patient’s heart 
illustrating the use of the cardioplegia catheter system of 
FIG. 15. 

FIG. 18 is a partial cross-section of a patient’s heart 
illustrating a further embodiment of a cardioplegia catheter 
system according to the invention. 

DETAILED DESCRIPTION OF SPECIFIC 
EMBODIMENTS 

Referring to FIG. 1, a ?rst embodiment of a cardioplegia 
catheter according to the invention Will be described. Car 
dioplegia catheter 20 has a shaft 22 having a distal end 24 
and a proximal end 26. An occlusion balloon 28 is attached 
to shaft 22 near distal end 24 by adhesive bonding or other 
knoWn technique. One or more radiopaque bands or markers 
29 are provided on shaft 22 adjacent occlusion balloon 28 to 
permit ?uoroscopic imaging of the catheter Within the aorta. 

Shaft 22 has a plurality of lumens, as shoWn in FIG. 2. A 
?rst lumen 30 extends from a ?rst port 32 at proximal end 
26 to a ?rst opening 34 proximal to occlusion balloon 28. A 
second lumen 38 extends from a second port 40 at proximal 
end 26 to a second opening 42 proximal to occlusion balloon 
28. The positions of ?rst and second openings 34, 42 are 
selected such that the openings Will be disposed Within the 
ascending aorta doWnstream of the aortic valve When occlu 
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sion balloon 28 is disposed between the brachiocephalic 
artery and the coronary arteries, as described more fully 
beloW. First and second openings 34,42 are preferably 
positioned Within about 1 cm from the proximal end of 
occlusion balloon 28. A pressure monitoring device may be 
connected to second port 40 for monitoring pressure in the 
aortic root through second lumen 38. 

First lumen 30 and ?rst opening 34 are dimensioned to 
alloW cardioplegic ?uid to be delivered at suf?cient rates to 
induce cardioplegic arrest effectively and rapidly. Usually, 
?rst lumen 30 Will be con?gured for delivery of a cardiople 
gic ?uid containing blood, Which has been shoWn to more 
effectively protect the myocardium While the heart is 
arrested. In such cases, it is important that ?rst lumen 30 
alloW the cardioplegic ?uid to be delivered at suf?cient rates 
to rapidly ?oW from the aortic root into the coronaries, 
perfuse the myocardium, and arrest the heart, Without requir 
ing the ?uid to be delivered at excessive pressures Which 
could damage the blood cells contained in the ?uid. 
Preferably, ?rst lumen 30 Will permit delivery of cardiople 
gic ?uid at rates of at least about 150 ml/min and at pressures 
no more than about 350 mmHg. Thus, ?rst lumen 30 usually 
has a transverse cross-sectional area of about 2.0—3.0 mm2, 
and preferably about 2.4—2.8 mm2 betWeen ?rst port 32 and 
?rst opening 34. 
A third lumen 44 extends from a third port 46 to a third 

opening 48 distal to occlusion balloon 28, usually being at 
distal end 24 of shaft 22. As shoWn in FIG. 1, occlusion 
balloon 28 may be con?gured to extend beyond the distal 
end of shaft 22 in an in?ated con?guration, but includes a 
central passage 49 communicating With third opening 48 
such that third opening 48 communicates With the aortic 
lumen distally of the occlusion balloon. Third lumen 44 is 
usually con?gured to deliver oxygenated blood into the aorta 
at rates suf?cient to sustain the patient on full cardiopulmo 
nary bypass With the heart stopped, Without reaching such 
high pressures as to cause excessive hemolysis, preferably 
alloWing blood ?oW rates of at least about 4 liters/min at 
pressures no higher than about 350 mmHg. Third lumen 44 
therefore has a cross-sectional area of at least about 20 mm2, 
and preferably about 30—60 mm2, betWeen third port 46 and 
third opening 48, although the necessary cross-sectional area 
Will vary depending upon the length of the catheter. 
Alternatively, as described more fully beloW, a separate 
arterial return cannula may be placed in an artery doWn 
stream of occlusion balloon 28 to return oxygenated blood 
to the patient instead of or as a supplement to arterial return 
through third lumen 44, in Which case third lumen 44 may 
have a cross-sectional area that is signi?cantly smaller. 
An in?ation lumen 50 extends from an in?ation port 52 to 

an in?ation opening 54 disposed Within the interior of 
occlusion balloon 28. A source of in?ation ?uid, such as 
saline (preferably mixed With a radiopaque contrast agent) 
may be delivered through in?ation lumen 50 into the interior 
of occlusion balloon 28 to in?ate the balloon. 

Preferably, occlusion balloon 28 is a compliant, elastic 
material such as silicone, urethane, or latex and is bonded to 
shaft 22 by adhesive, thermal, or solvent bonding. Occlusion 
balloon 28 is con?gured to expand to a siZe suf?cient to 
engage the inner Wall of the aorta and fully occlude the 
aortic lumen to block blood ?oW through it. The compliance 
of the balloon alloWs it to be expanded to a range of 
diameters so as to occlude aortas of various siZe, usually 
being in?atable to an outer diameter of at least about 20 mm 
and preferably about 20—40 mm for adult patients. Occlu 
sion balloon 28 has an axial length (parallel to the longitu 
dinal axis of shaft 22) short enough to alloW it to occlude the 
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ascending aorta Without blocking either the brachiocephalic 
artery or the coronary arteries, preferably having a length in 
a range of about 20—50 mm for adult patients. 

FIGS. 3A—3B illustrate the cardioplegia catheter of FIGS. 
1—2 in use in a patient’s heart. With occlusion balloon 28 
positioned in the ascending aortaAAbetWeen brachiocepha 
lic artery BA and coronary arteries CA, shaft 22 extends 
through aortic valve AV, left ventricle LV, mitral valve MV 
and a puncture P in the Wall of left atrium LA. Preferably, 
shaft 22 extends out of the patient’s chest through a percu 
taneous incision, trocar sleeve or other small access port (not 
shoWn) placed in an intercostal space betWeen the ribs, 
Without creating a median sternotomy or other type of gross 
thoracotomy. 

Once the cardioplegia catheter is positioned as shoWn, the 
patient may be placed on cardiopulmonary bypass, Whereby 
blood is WithdraWn from a vein through venous cannula 51, 
directed via venous line 53 to an extracorporeal cardiopul 
monary bypass system 55 for oxygenation, and pumped via 
arterial return line 57 back into the aorta through third port 
46, third lumen 44 and third opening 48. Preferably, venous 
cannula 51 extends transluminally from a femoral vein FV 
through the inferior vena cava and into the right atrium to 
remove blood from the heart. Cardiopulmonary bypass 
system 55 may be of knoWn construction, including a pump 
for applying negative pressure to venous cannula 51, an 
oxygenator for oxygenating the WithdraWn blood, a bubble 
trap for removing air bubbles from the blood, and an 
additional pump for returning the blood to the arterial 
system. Other components and features of cardiopulmonary 
bypass systems that may be employed in the system of the 
present invention Will be apparent to those of skill in the art. 

Occlusion balloon 28 may then be in?ated to occlude 
ascending aorta AA, and cardioplegic ?uid may be delivered 
from a pressuriZed ?uid source 59 through ?rst port 32, ?rst 
lumen 30 and ?rst opening 34 to perfuse the myocardium via 
coronary arteries CA, thereby arresting cardiac function. 
Preferably, cardioplegic ?uid source 59 is con?gured to 
deliver a cardioplegic ?uid comprising blood plus a car 
dioplegic agent such as potassium chloride, Which has been 
found to optimally protect and preserve the myocardium 
during the procedure. Pressure in the aortic root may be 
monitored through second lumen 38 and second opening 42, 
Which are connected to a pressure monitoring system 61 
outside the patient’s body. Venting of the aortic root proxi 
mally of balloon 28 may be accomplished by turning a valve 
63 so that ?rst lumen 30 is in communication With blood 
?ltering and recovery module 65 instead of cardioplegic 
?uid source 59. Blood, ?uids and any emboliZed materials 
removed from the aorta are ?ltered by module 65 and the 
?ltered blood is returned to the body via cardiopulmonary 
bypass system 55. 

In an additional aspect of the invention, illustrated in FIG. 
3B, a pulmonary artery catheter 69 and a coronary sinus 
catheter 71 are utiliZed in conjunction With cardioplegia 
catheter 20. These catheters may be introduced translumi 
nally into the heart from a peripheral vein such as internal 
jugular vein IV. Pulmonary artery catheter 69 is advanced 
from right atrium RA through the tricuspid valve TV, right 
ventricle RV and pulmonary valve PV into the pulmonary 
artery P A. The catheter is connected at its proximal end to 
a pump or other ?uid aspiration device. Any blood or ?uids 
not removed by venous cannula 51 that reach the pulmonary 
artery may be removed through pulmonary artery catheter 
PV, thereby Ii keeping the heart adequately vented. Blood 
removed through pulmonary artery catheter 69 may be 
returned to blood ?lter/recovery module 65 for treatment 












